. S. L. Simpson: In severe anorexia nervosa a degree of adrenal insufficiency and a generalized downy growth of hair all over the body together with stronger hair on the lips is sometimes met with.
The patient, a carpenter aged 27, was first admitted for investigation on 21.6.47 (when 24 years old) complaining of high-pitched voice, lack of necessity to shave, embarrassment on account of youthful appearance, physical weakness, underdeveloped genitalia and a complete absence of seminal emissions though erections did occur. He wished to get married but felt doubtful regarding his ability to fulfil the functions of husband and parent.
Past history. Investigations.-B.M.R. + 16. 17-ketosteroids 10 mg. per twenty-four hours. Blood glucose curve normal. Chest X-ray normal. Ununited epiphyses at distal end of radius and ulna. Sella turcica small but within normal limits; metopic suture present.
Treatment.-July 1947: Implantation of 200 mg. testosterone, together with testosterone propionate 25 mg., three times weekly for three months. 800 mg. testosterone implanted on 22.4.48 and again on 2.9.48.
Re-examination (6.10.50).-Height 691 in. Weight 160 lb. Average normal muscular development. Face and body hair present in normal amounts. Penis and testicles normal in size though the latter were of soft consistency. Voice still a little high pitched. Thus, although no androgenic treatment has been given for more than two years, the effects of androgenic stimulation have persisted. He has been shaving about every other day and seminal emissions have occurred. A seminal specimen examined on 9.10.50 revealed the following: Volume 4-3 ml.; density 268 million sperms per ml. Activity and viability satisfactory (motility index at three and a half hours 3, at ten hours 2j-maximum 4); 34% abnormal forms. Urinary gonadotrophins less than 5 mouse units per twenty-four hours; 17-ketosteroids 7-4 mg. per twenty-four hours.
Comment.-This patient resembles some of those described by Hurxthal et al. (1949) . As those authors point out, it is impossible to be certain that the observed improvement would not have occurred in the absence of treatment, but it would clearly be wrong to regard this case as one of delayed puberty with eventual puberal changes occurring spontaneously, or even as the result of treatment, because puberty had already begun though it had not progressed to completion. Mid-puberal arrest, rather than delayed puberty, would be the more appropriate description, and since it is difficult to see why the puberal process, having once been arrested, should re-commence spontaneously, it is not unreasonable to conclude that the treatment given may have played a part in bringing about the changes observed, including spermatogenesis.
That testosterone may affect the testis directly is clear from the work of Krohn and Zuckerman (1950) ,. Simpson and Evans (1946) and others; that it should determine the continued normal functioning of the pituitary-gonad axis, even after its administration has been stopped, is less easy to comprehend, and to ascribe to it a "priming" action (Hurxthal puberty due to insufficiency of F.S.H. secretion might restart the normal pituitary-gonadal train of activity. That activity, once started, might well be expected to persist on stopping the treatment, since the induced increase of F.S.H. production would lead indirectly to further testosterone elaboration which, in turn, would maintain the level of F.S.H. production. Such an explanation, it is felt, might account for the results in this patient and in some of those reported by Hurxthal et al.
